Background/objectives: Infantile hemangiomas (IH) with minimal or arrested growth
| INTRODUCTION
Infantile hemangioma (IH) with minimal or arrested growth (MAG) is becoming increasingly recognized in the literature. 1 This variant of IH has been described with several different names: abortive, precursor, or minimal growth hemangiomas; macular hemangioma with port-wine-stain-like appearance; reticular infantile hemangioma; or plaque-telangiectatic hemangiomas. 2 IH-MAG was first reported in newborns with vascular birthmarks that initially appeared to be either an IH precursor or resembled capillary malformations because of their flat telangiectatic appearance. Moreover, they did not proliferate or showed a minimal tendency to proliferate above the skin level, limited to a few papules on the surface of the lesions. 3 Although they are often evident at birth, they do not fit the characteristics of congenital hemangioma since they have different morphologic and immunostaining patterns. On histology, they also resemble capillary malformations, in which dilated thin-walled vessels within the superficial dermis are the main feature. GLUT-1 positivity immunostaining demonstrates a clear distinction between IH-MAG and capillary malformations or congenital hemangiomas. 
| ME TH ODS

| RESULTS
A total of 14 cases of IH-MAG affecting 13 patients were identified.
All patients were born full term with a female to male ratio of 3.3:1 (10 girls and 3 boys). The mean birth weight for girls was 3448 g vs 3540 g for male newborns, corresponding to the 72nd percentile, respectively, for both sexes.
The lesions were noticed at birth in 75% of patients. The remaining cases were observed a few days after birth. IH were classified as focal (57.1% of cases) and segmental (42.8% of cases).
The most frequent location was the lower half of the body (64.3%), followed by the trunk and arms (28.5%) and the head and neck region (7.1%).
The two most common clinical characteristics seen in our series, present in 64.3% of cases, were the presence of an erythematous or reticulated background and red bright papules respectively, followed by fine or coarse telangiectasias (50% of cases), and finally by vasoconstricted patches or halos (42.8%). Table 2 . 1-7 Table 3 summarizes the treatments used.
| DISCUSSION
IH-MAG is a distinctive variant of IH present from birth in most cases, and, unlike conventional IH, it has little ability to proliferate.
In this series, 76.9% of patients were girls, and none of the newborns were premature. The mean weight at birth for both sexes was high, around 3.5 Kg (72nd percentile). Moreover, the majority of (A) (B) (C) Clinically, IH-MAG was recognized by the presence of both fine and coarse telangiectasias that branched off on an erythematous or reticulated background, mimicking in most cases a capillary malformation, as previously reported. [1] [2] [3] [4] [5] [6] [7] If a proliferative component was present, it most often was composed by an irregular distribution of small bright red papules, mainly located at the periphery of the lesion.
(A) (B) (C) perineum, external genitalia and buttocks, with a higher risk of associated structural anomalies (PELVIS/SACRAL or LUMBAR syndromes), and deep ulceration. 5, 6 In our series, the proliferative component faded considerably within the first year of life, and the progressive involution of the lesions with time was the rule. Thus, in our opinion, a biopsy should be reserved in case of diagnostic doubts. If active treatment is not required, the short-term follow-up will allow demonstrating a progressive fading of the lesion, which makes it possible to differentiate it from a capillary malformation.
In our series, these lesions coexist with other hemangiomas in other locations in 15.4% of cases. Moreover, one of the patients was associated with three different types of hemangiomas (IH-MAG, conventional IH, and congenital hemangioma).
In contrast to previous case series, we detected neither develop- area that usually persists in spite of the progressive fading of the IH. 6 An association between IH-MAG and superimposed eczematous dermatitis has also been described. 7, 10 Between 27%-38% of the segmental IH located in the extremities are IH-MAG. 11, 12 Most of them have a reticular morphology, with visible and prominent surface telangiectasia. Moreover, ulceration is also common, occurring in 30% of IH-MAG and in 67% of IH-MAG with a reticular morphology that are located in the arms or legs.
The distribution of segmental IH of the extremities seems to follow patterns related to arterial supply. It is hypothesized that IH develops in response to local tissue or systemic hypoxia in an attempt at revascularization. 11, 13 Reimer et al 12 hypothesized that variant arterial anatomy during embryo-fetal development might contribute to temporary regional hypoxia, thus stimulating angiogenesis resulting in IH. Moreover, the embryologic delay regarding the formation of leg buds compared to arm buds might explain the higher prevalence of IH-MAG on the lower extremities. A predisposition to form IH on the lower extremities would develop in a time frame slightly beyond that of upper extremities. 12 The morphologic patterns of acral IH imply developmental errors originating in early embryogenesis. In their description of segmental IH in a biker-glove pattern, Weitz et al 11 suggested an embryologic adverse event at T A B L E 2 Summary of epidemiological and clinical data of prior reported sizable case series IH-MAG and a capillary malformation or a congenital hemangioma.
A progressive fading was noted in all of our cases. In spite of this, 
